Pain is probably the most common symptom of lesions situated in the anorectal region. The anal canal is abundantly supplied with sensory nerves and lesions produce pain of varying severity. On the other hand, the sensory nerve supply of the rectum is poor and disease confined to this region may have progressed considerably before causing very much discomfort. This point is of importance in connection with malignant disease of the rectum-pain is not an early symptom.
When eliciting details from the patient concerning the symptom of pain in the ano-rectal region the following should be borne in mind. The date of onset and the location should be settled. An enquiry concerning the mode of onset, whether sudden or gradual, and the relation to defaecation, should be made. The character of the pain should be elicited from the patient as this may prove a clue concerning the causation. Pain in this region of the body may be continuous, interrupted, sharp, excruciating, burning, pricking, throbbing or bearing-down.
The importance of a careful clinical examination of a patient complaining of ano-rectal pain cannot be over-stressed. In the majority of patients a local lesion is present which may be obvious to the surgeon. On the other hand, the lesion may be easily overlooked. If no local cause for the pain is found after careful examination, attention should be given to other organs and especially the genitourinary system and the spinal cord.
It is proposed to discuss the commoner causes of pain in the ano-rectal region together with the appropriate treatment of the causative lesion. The various types of pain are correlated with the underlying cause; certain lesions give rise to a tpical train of symptoms in almost every case. The subjects of hemorrhoids Adneoplasms are not dealt with in this paper. Symptoms. If the disease is an accompaniment of catarrhal colitis the symptoms associated with the latter condition are manifested. In patients where the inflammation is limited to the rectum there is burning pain of varying severity, a sense of fullness in the rectum, tenesmus and aching pain in the sacro-coccygeal region. The stools are liquid and contain muco-pus and blood.
Signs. There is generally excoriation and redness of the peri-anal skin and superficial fissures may be present. The mucous membrane of the rectum is reddened, thickened and erosions may be present. There is excessive mucopurulent secretion.
In certain cases the mucous membrane of the rectum has a granular appearance and papillomata may be seen. This is the hypertrophic type.
In other cases the mucosa is dry and fissured. Particles of faecal matter are adherent to the rectal wall together with dried mucus. This has been described as the atrophic type.
Treatment. The patient should be placed in hygienic surroundings and the diet must be nutritious excluding coarse vegetables, condiments and alcohol. If anaemia is present iron must be given. Bismuth, thymol or salol are useful in combating intestinal putrefaction and lessening diarrhoea. Opiates may be required in order to relieve the rectal pain and tenesmus and morphia should therefore be given as required. Suppositories containing morphia and belladonna are valuable adjuncts. Colonic lavage This condition is one of the commonest causes of pain in the ano-rectal region. No lesion of similar size in the gastro-intestinal system produces so much pain and disability. The pain is experienced with varying degrees of severity during defaecation and is followed by severe drawing pain immediately after defecation. Aching or throbbing pain may persist for several hours afterwards. A fissure may be found at any point in the anal ring but usually at or near the posterior commissure of the anal canal. In the early stages the ulcer is superficial and elliptical in shape, the margins are inverted and non-indurated. If the condition remains untreated, local infection supervenes and the ulcer becomes hard and indurated at its edges, which become undermined. A "sentinel pile" is frequently seen at the lower margin of the fissure. In long-standing cases pathological changes occur in the sphincteric muscles. Fibrosis occurs within the muscle bundles and causes loss of elasticity leading to a contracted anus. 3. Chronic Anal Fissure. In the chronic stage an anal fissure presents an indurated edge which is easily palpable on digital examination and a "sentinel pile" is usually present. In certain cases other pathological conditions of the rectum and anus are present. Surgical operation is essential for permanent cure in this stage. There are two surgical procedures advocated for the cure of a chronic anal fissure.
(a) Miles' operation-Pectenotomy. In cases of anal fissure the pecten band is always well marked. This consists of a deposit of fibrous tissue in the submucosa of the region of the anal canal between Hilton's white line and the edges of the Morgagnian valves. The pecten band interferes.with the normal expansion of the anal orifice during defaecation. The efforts of the levatores ani muscles to expand the anus cause reflex spasm of the external sphincter muscle. After division of the pecten band the fissure is no longer subjected to the effects of external sphincter spasm and cicatrisation occurs.
The operation may be performed under a low spinal anesthesia with the patient in the right lateral semi-prone position. The usual toilette of the anus is carried out and the lower half of the anal canal is everted by the introduction of the left index finger as far as the distal interphalangeal joint and flexing the finger forcibly. The skin of the anus is pressed outwards by the left thumb at the same time in order to push the inner border of the external sphincter outwards. In the right posterior quadrant an incision is made through the mucosa August, 1936 PAIN IN THE RECTUM AND ANUSof the lower part of the anal canal and the pecten band is seen encircling the anus as a white band. The pecten band is then carefully divided. To prevent early healing of the wound a small piece of cotton wool soaked in mercury perchloride (i in 500) is inserted.
For the post-operative pain, which may be severe, morphia should be given. The dressings are changed after twenty-four hours and the anus cleansed. It is necessary to change the dressings twice each day and after each action of the bowels. The pledget of cotton wool is removed from the wound on the fourth day. The bowels are opened on the fifth day and the patient remains in bed for fourteen days. In Miles' experience this operation has never failed to cure an anal fissure.
(b) Gabriel's operation. The objects of this operation are to secure external drainage of the fissure and to overcome a spastic or contracted external sphincter.
The operation is performed under low spinal anesthesia and the patient placed in the lithotomy position. (c). Parasites. Intestinal worms may cause an itching pain within the anal canal or at the anal orifice when they lie concealed between folds of mucous membrane or folds of thickened peri-anal skin. In children oxyuris vermicularis is found in the caecum and rectum. In adults thread worms are fairly common in the large intestine and rectum. (a). Disease of the Uterus or Appendages. Disease of organs in close proximity to the rectum may cause rectal pain. If the rectum is found to be healthy in patients complaining of rectal pain, it is essential that the uterus and appendages should be investigated. In such cases displacements of the uterus may be found and when rectified the rectal pain will disappear. Enlargement of the uterus due to fibroids or malignant disease sometimes causes pain in the rectum.
In other cases displacement of the ovary or chronic salpingo-oophoritis may be found.
(b). Disease of the Prostate. Enlargement of the prostate and especially the hypertrophic variety often gives rise to discomfort or pain in rectum and anus.
(c). Disease of the Urinary Bladder. Pain may be referred to the rectum from lesions occurring in the urinary bladder. Thus cystitis or carcinoma may be discovered as the cause.
(d). Disease of the Spinal Cord. In any patient with rectal pain, if there is no cause to be found in the rectum or other pelvic organs, the central nervous system should be investigated. In rare instances rectal pain is found to be one of the earliest manifestations of disseminated sclerosis. In tabes dorsalis pain in the rectum may be so severe as to constitute rectal crises. This is accompanied by distressing tenesmus and the sensation caused by a foreign body in the rectum. In these cases other manifestations of tertiary syphilis may be present.
RECTAL NEUROSIS.
Patients exhibiting true rectal neurosis are rare. The proctologist can find no abnormality in the ano-rectal region and the aid of the psychologist is usually invoked. The pain is very real to these patients and may occur in excrutiating paroxysms. The greatest care and sympathy must be extended to these unfortunate people as several have been driven to acts of desperation.
RECTAL NEURITIS.
Inflammation of certain nerves supplying the rectum is sometimes encountered as a cause of rectal pain. Sometimes this is accompanied by sciatica. Patients with rectal neuritis complain of sharp severe pain referred to the anus and rectum and this is often accentuated at night and after defecation.
